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 S 000 INITIAL COMMENTS  S 000

This visit was for an initial survey of the Nurse 

Aide Training Program.

Date: 10/11/2011

Facility Number: 000539

Provider Number: 155746

Surveyor: Gina Berkshire, RN

The Parkview Haven was found to be in 

compliance with the Administrative Standards for 

the Indiana State Department of Health Nurse 

Aide Training Program, 410 IAC 16.2-3.1-14 and 

42 CFR 483, subpart B.
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